The skull Xsrays portrayed multiple lytic lesions with a frontal soft tissue mass overlying a large lytic lesion of the frontal bone. The CAT scan revealed a spherical mass replacing a segment of forehead. The extracranial mass was cystic with tumour exudate in its centre (Figure 2 ).
Discussion
The clinical diagnosis was multiple myeloma of the IgG lambda type with soft tissue metastasis to the forehead from an underlying lytic bone lesion of the skull. The forehead cystic mass was not aspirated or biopsied for fear of introducing infection to the epidura and meninges in a compromised host (see Figures I and 2 ).
In spite of three cyclical courses of busulphan (Myleran) and prednisone followed by melphalan and prednisone therapy and several units of washed packed cell transfusions, chemotherapy did not affect or reduce the size of the cystic mass in the forehead nor alter the course of the disease. She died one and a half years later from renal failure and intercurrent infection. In retrospect, local irradiation to the forehead lesion may have been beneficial in reducing the size of the tumour.
Asthma and atopic eczema 1
The last twenty years has brought about a rapid expansion in research into allergic diseases which has enabled the clinician to control hypersensitivity reactions. Without this scientific base the role of the allergist would be as purposeless as that of the alchemist 300 years before. This meeting was concerned with such advances in allergic diseases of the skin and lungs.
Dr Bruce Mitchell (Clinical Research Centre, Harrow) described studies on the pathology of delayed hypersensitivity skin reactions elicited by patch testing (Mitchell et 01. 1982 , Platts-Mills et al. 1983 . The method of antigen challenge used in this case was topical application for 48 hours under occlusive dressings after first having lightly abraded the skin. Dr Mitchell then presented data on 15 patients who had been selected for their sensitivity to a purified house I Report of meeting of the Section of Clinical Immunology & Allergy, 14 June 1982 0141-0768/83/020158-03/$01.00/0 Wiltshaw (1976) has discussed the relationship between extramedullary plasmacytoma and. solitary myeloma and/or myelomatosis. It would seem that the large soft tissue fluctuant mass in the forehead of this patient represented a metastatic soft tissue lesion spreading directly from the underlying lytic lesion in the skull.
Clinically the patient's findings were typical of multiple myeloma with the exception of the unusual physical finding of soft tissue myelomatosis swelling of the forehead. The CAT scan demonstrated that the infiltrate was an extrusion of an underlying lytic lesion of the skull, into the soft tissues of the forehead. Such a phenomenon has to be differentiated clinically from solitary plasmacytoma (Gilbert et 01. 1978 , Medini et of. 1980 , Wiltshaw 1976 ). mite antigen, termed PI. Ten of these patients had atopic dermatitis and with positive immediate intradermal skin tests to the PI antigen were also patch-test positive to the same antigen; non-atopic controls were neither prick-nor patch-test positive. Biopsy of the eczematous skin lesions induced by patch testing showed evidence of a heavy infiltration of basophils along with mononuclear cells and eosinophils. Certainly in guinea pigs, basophil accumulation is T-cell dependent (Askenase 1977) . To see if this was so in man, samples of plasma were obtained by plasmapheresis from patients with atopic dermatitis which were very high in anti-PI IgE and anti-PI IgG. Six suitably cross-matched donors with agammaglobulinaemia were then transfused with the antibody-rich plasma. Rise in both IgE anti-PI antibody and IgG anti-PI antibody was verified by comparison of blood samples, taken before and 48 hours after transfusion. Each of the patients who had been passively transferred with hyperimmune globulin were patch tested with © 1983 The Royal Society of Medicine Journal of the Royal Society of Medicine Volume 76 February 11J83 159 antigen PI: In each case the test was positive in patients who had originally been patch-negative before systemic transfer. These results were corroborated by local passive transfer of highly purified antibody to normal non-atopic controls.
Again, patch tests to antigen PI which were negative became positive transiently. Pathology of the biopsy samples taken from those with hypogammaglobulinaemia showed an important difference from the eczematous lesions induced by patch testing in atopic subjects, in that basophils had not been recruited into the lesions. Therefore, the factors essential for basophil recruitment may be missing from passively transferred plasma and it may be concluded that patch tests probably represent an overlap between IgE mediated responses and a possible T-cell mediated response.
Dr John Price (King's College Hospital, London) looked at immediate and late reactions in skin, lungs, and nose of selected children with perennial asthma challenged with Dermatophagoides pteronyssinus, timothy grass and cat fur. An immediate skin reaction was a wheal of at least 3 mm in diameter at fifteen minutes, and a late skin reaction was visible erythema and palpable induration at six hours after a prick test. An immediate asthmatic response was a fall in peak flow rate of at least 20% from baseline within twenty minutes of challenge, and a late bronchial response was a fall in peak flow rate of at least 30% at four to eight hours after challenge. Immediate and late nasal reactions were defined as a ratio of effective equivalent nasal airway diameter of 0.8 or less within twenty minutes and within four to eight hours of antigen challenge, respectively.
Sixty-five children gave an immediate skin reaction to Dermatophagoides pteronyssinus and 49 also gave a late reaction; 59 gave an immediate bronchial reaction and 47 of those gave a late reaction. Twelve of 17 children who had nasal provocation in addition gave an immediate reaction but only three gave a late response. In the 6 children who gave no immediate bronchial reaction and in the 5 who gave no immediate nasal reaction, no late reaction occurred either. In the skin, but not the lung, late reactions were seen more commonly if the immediate reaction was larger -a wheal greater than 5 mm. In 20 of the children prick-tested to Dermatophagoides pteronyssinus, the pattern of response to four dilutions of antigen was studied. Increasing doses of antigen in the skin elicited progressively larger immediate reactions and more frequent late reactions.
The specificity of the allergic response was studied in 21 children with perennial asthma. Most gave dual (immediate and late) responses to bronchial provocation with two antigens (house mite and either timothy grass pollen or cat fur). Only half (11 out of 21) gave dual responses in the nose, mainly with timothy grass pollen, and these were associated with allergic rhinitis. Only four children gave the same pattern of response to two antigens in skin, lung and nose.
To summarize, asthma and hay fever are commonly associated but only one predominates in different individuals. Dr Price suggested that local factors in the target organ are important in determining the pattern of allergic response and that dual responses are strongly associated with patients' symptoms.
Dr David Atherton (Hospital for Sick Children, Great Ormond Street) then reviewed a number of studies on the dietary treatment of atopic eczema in children. He pointed out that in general they lacked precision and were uncontrolled. He described a recent double-blind controlled study in which 20 children with atopic eczema were given an egg-and milk-free diet and a control diet, each for a 4-week period, in random order. During the trial diet, a dried soya milk substitute was taken, and during the control diet, a mixture of dried milk and eggs. Fourteen of the children were found to prefer the diet genuinely free of egg and milk. In the egg-and milk-free diet trial, history and skin testing were unhelpful in identifying patients likely to benefit, and it therefore seemed that the best method of detecting an individual patient's food intolerances would be on a systematic trial-and-error basis.
To elucidate the possible mechanisms of provocation ofatopic eczema by foods, a group of eczematous children were compared with normal children given raw egg and milk. Blood was taken before and after the oral challenge. Immune complexes containing Cl., IgA, IgG and IgE were measured and a semi-quantitative assay of complexed beta-lactoglobulin was performed in the two groups. In the normal children there was a rise in the IgA complexes only. By contrast, in the eczematous children there were rises in all four types of complex. However, the total amount of beta-lactoglobulin obtained by splitting the complexes was much the same in each group. It is possible that a rise in IgA complexes might be physiological and that these were probably harmlessly disposed of in the liver; other immune complexes could be responsible'for the dermatitis.
In the last address Professor A B Kay (Cardiothoracic Institute, London) discussed the role of mast cells in bronchial asthma. He and his colleagues have identified an exercise-induced high molecular weight neutrophil chemotactic factor (NCF) which has similar physicochemical pro-perties to the NCF previously described following antigen challenge (Lee et al. 1982) . The molecule appears to be a heat-stable, trypsin-and chymotrypsin-sensitive protein with a molecular weight of approximately 700000 daltons and an isoelectric point of 6.5. Professor. Kay outlined that NCF, unlike histamine, appears to be more mast cell than basophil-associated and in this sense may prove to be a useful marker of mast cell activation in this disease. The main obstacle to progress is that, at the present time, NCF can only be measured by bioassay. Nevertheless, it can be clearly shown, using the micropore chamber technique of Boyden, the NCF concentrations in the plasma rise following exercise or antigen challenge in asthmatic subjects. Furthermore, the rise in NCF, and the increase in airways resistance, can be blocked by prior administration of sodium cromoglycate. Professor Kay also reported that in exercise-induced asthma, there is often a last phase fall in FEV 1 which has a similar time-course of response to that previously recognized in late-phase antigen-induced asthmatic reactions. The fall in FEV I in exercise-and antigen-induced late reactions is also accompanied by a rise in serum NCF concentration. In contrast, bronchoconstriction induced by isocapnic hyperventilation (ISH) is not associated with the elaboration of NCF.
It is likely, therefore, that the mechanism of bronchoconstriction in ISH differs from that found in exercise and that the changes observed cannot be explained solely on the basis of relative heat loss from the lung. Professor Kay concluded that elevations in serum levels ofNCF accompany both immediate and non-immediate asthmatic reactions provoked either by true exercise, such as treadmill exercise, or following inhalation of specific antigen. However, there is no firm evidence, at the present time, for believing that NCF is definitely derived from the mast cell or that the release of mediators of hypersensitivity necessarily leads to the signs and symptoms of airways obstruction.
Much evidence is presented to support the role of the allergist. However, it should not be forgotten that asthma and atopic dermatitis both may result from contact with insoluble chemicals which, by failing to cross the mucous epithelium, fail to induce an antibody response. The fume of burnt pine resin, an ingredient of solder flux, triggers immediate and late asthmatic responses similar in pattern to those induced by grass pollen inhalations, while toluene diisocyanate used in the manufacture ofpolyurethane foams first gained notoriety as a cause of contact dermatitis; yet in neither case is antibody found (Burge et al. 1980) .
Population studies suggest that people with an allergic tendency as measured by producing specific IgE antibody to excess, are up to three times more likely to develop allergies to soluble material like grass pollens, than those who are non-allergic. In contrast, the differences in allergic tendencies and sensitization to insoluble materials are not so well demarcated. Guy's Hospital Medical School. London 
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